Editorial "Just put it in!" Consent for Epidural Analgesia in Labour
Recently I was called to the delivery unit to attend a severely distressed woman in late labour who was requesting epidural analgesia. I had not met her before, and after introducing myself, her response to my question " I believe you would like an epidural" was "Just put it in!" When I started on a process by which I hoped to obtain her informed consent, she screamed "Stop patronising me, just put it in!" To be told in no uncertain terms (and frequently in language not suitable for the printed page!) to simply "get on with it" is not an uncommon event, and one surely experienced by all of us practising in this field. If we proceed with this invasive procedure, we clearly have consent, but is it informed?
Informed consent implies fulfilment of a number of elements: that the anaesthetist has made full disclosure of relevant information (pertinent to what the individual parturient might wish to know, including pros and cons and alternatives); that the parturient understands the nature, effects, implications and risks of the procedure (she must have the capacity or competency to act autonomously); and that the parturient has made an informed decision without coercion 1 . When discussing labour analgesia, adequate disclosure can be challenging, lengthy and complex. This is true when dealing with a well informed woman in the antenatal clinic or anaesthetist's rooms, let alone with an exhausted woman at the end of labour, or one in whom competency is in doubt (for example a woman with a mental disability) or with whom understanding cannot be easily confirmed (the non-English speaking parturient using her partner with English as a second language as interpreter at 3 a.m.).
Although severe pain, previous exposure to sedatives or opioids and extreme fatigue may inhibit the ability to obtain informed consent, it is best to assume that, in virtually all cases, the parturient in labour remains competent to make an informed decision 2 . Although recall of risk discussion is only one aspect of 'understanding', the severity of pain does not change the ability to recall 3 ; recall of information provided during labour can be good 4 ; and in early labour, at least, there is no impairment of intellectual functions such as registration, attention, recall and other cognitive functions 2 . Some would argue that a final decision about choice of pain relief could only be made once the pain of labour is actually experienced. This view, and the right of an individual to change their intentions, are important considerations when faced with an advance directive about pain relief intentions (the birth plan) from nulliparous women, although this situation has legal implications that can probably only be clarified after detailed examination of individual cases 5 .
In this issue, Black and Cyna report on a survey of Australasian obstetric anaesthetists, working in a variety of practice settings, regarding their approach to obtaining informed consent for epidural analgesia during labour 6 . The ethical issues pertinent to this rather different and complex clinical situation continue to be the subject of detailed and often emotive discussion in forums ranging from the hospital tearoom to continuing education meetings, scientific congresses, the anaesthetic literature 5, 7 and unfortunately, the courts.
Although the response rate to the survey was suboptimal such that the findings may not be representative, a number of interesting observations were made. Seventy per cent of respondents considered that labour inhibits the ability to obtain 'fully informed consent'. While the majority obtained verbal consent and documented at least some aspect of discussion, only 16% also obtained written consent and 20% did not document discussion in any form. Some readers may be surprised that there was little consensus as to which were considered the 'most important' risks discussed, except for post dural puncture headache, failure and permanent neurological damage. Over 20% did not rank headache in the top five of 'most important risks'. I think this highlights that fact that informed consent and discussion of material risk cannot be achieved 'by prescription' (based on either what most anaesthetists or most pregnant women consider most important). Although there are probably cultural 8 as well as individual differences in the level of disclosure desired, it should be assumed that all women want to know about all common effects, side-effects and rare complications 9 . Discussion can then be tailored to the individual, guided by their attitude and level of understanding and placing emphasis on issues important to them. Some studies have found women place more emphasis on rare serious complications than more common complications like headache 10 , although I suspect most were not aware of the potential severity, duration and health care implications of post dural puncture headache associated with an epidural needle. Not surprisingly, Black and Cyna found more risks were discussed when obtaining informed consent in the antenatal setting than in the delivery unit setting. Although recall of risk disclosure varies from negligible to good initially, how long that information is remembered is not known. Unfortunately, claims of negligence against the anaesthetist invariably include a list of complications that the claimant states were not discussed, or a statement that alternative methods of pain relief were not offered. This situation is unlikely to change and we can never be sure of avoiding litigation (one might argue it is sensible to assume we definitely will not avoid it). Nevertheless, there are several measures that help the dissemination of information or that are aids to our defence if we are faced with allegations of negligence.
Recall is improved if information is provided antenatally 4, 11 and all providers of obstetric care should continue to develop means by which women can access clear and factual information. Many maternity units use midwifery and anaesthetic staff to provide parent education and multiple educational tools are available through brochures (including the Australian Society of Anaesthetists (ASA) and Royal Australian and New Zealand College of Obstetricians and Gynaecologists' "Pain relief during childbirth" pamphlet) as well as videos, books and websites. Nevertheless, the opportunity to inform antenatally varies widely with local cultural, demographic and service arrangements. In our tertiary public hospital fewer than 20% of parturients have attended information classes and surveys from different countries show that most women obtain information from friends and family or midwives, with anaesthetists infrequently a source 12, 13 .
Clear communication and a good patient-doctor relationship are factors limiting the risk of litigation, and the recent emphasis in Australasia on interpersonal skills training, supported by both medical defence insurers and the ASA and Australian and New Zealand College of Anaesthetists (ANZCA), highlights the importance now placed on these matters. During labour, at a time when full disclosure may not be feasible, involving the woman's family or partner may also be an effective strategy. Although they cannot give consent on her behalf, discussion may reveal underlying issues and strengthen rapport.
Although once a sceptic, I too now do what the legal fraternity having been advocating for years-document the discussion. A structured, routine approach to disclosure prior to providing epidural analgesia in labour is useful, but in each case, discussion is likely to differ slightly. I guarantee most of us are unlikely to have any recall of its exact nature when faced with a claim against us months or years later. Cases coming to litigation are sometimes apparently straightforward and unlikely to have aroused concern at the time. I have recently seen a case in which a claim was made that the anaesthetist was negligent in failing to provide adequate pain relief and that they failed to use appropriate solutions, despite what appeared to be a standard approach providing reasonable pain. Given the multitude of epidural solutions in clinical use and the inevitability that a colleague somewhere will criticize your management, there is little room for complacency. Documenting both routine points of discussion and specific detail relevant to that individual discussion is of value. In contrast to the U.S.A., where 50 to 60% of members of obstetric anaesthesia societies reported obtaining written consent for epidural analgesia during labour 14 , it appears few ANZCA Fellows seek this. The numbers doing so are probably increasing, with encouragement coming from many directions, including in Western Australia from the Department of Health. In my opinion, providing written information (and requesting completion of a signed consent form) creates a record that some discussion occurred and constitutes a worthwhile component of the process of obtaining informed consent in the clinic or rooms or at induction of labour. On the other hand, it is often inappropriate or not feasible when a woman is in severe pain, and written consent is certainly not evidence that informed consent was obtained.
In the case of the woman I described earlier, I would justify my decision to proceed without further discussion on the basis of the ethical principle of beneficence, the obligation to 'do good' 15 . Decisionmaking capacity will vary with the circumstance. Pregnant women are highly motivated and after the event, report wanting full disclosure of both common effects and rare serious risks 9 . Some consider of significance a complication estimated to occur in one in a billion cases 13 ! Thus, even in the delivery unit, I start by assuming the woman may want to know a great deal about epidural analgesia and its complications and that she is competent to provide informed consent. Nevertheless, I consider she also has every right to refuse to discuss these topics, especially when in extreme pain. She has the right to treatment and one of the main fears of multiparous women is that they will have to wait for pain relief 16 mind about having epidural analgesia after discussion of the potential effects and risks. Given no other methods with the analgesic efficacy of epidural analgesia, there seems little point in also offering alternative approaches (which she may already have found wanting). After giving her the opportunity to ask questions, it would seem both humane and reasonable to proceed. When pain relief has been achieved, a final offer to discuss the implications and future management possibilities would seem prudent.
It is unusual as an obstetric anaesthetist to need a 'thick skin'. Despite the occasional uncomfortable situation, such as that described, and the increasing likelihood of being sued, there can be few more satisfying situations than when, as an obstetric anaesthetist, one meets someone's needs by providing rapid and profound relief of severe pain, and shares a small part of what is usually one of the most joyous occasions that can be experienced in adult life.
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